(2) Acute Traumatic Chondriti&.-Others, however, continue to complain of a dull aching, in addition to the more acute pain on movement. Sometimes there is acute pain at one particular stage of one particular movement. Speaking from the analogy of cases with similar symptoms occurring in the knee and other large joints, where one has had an opportunity of verifying the diagnosis by exploration, I believe that these are cases in which a patch of articular cartilage has been bruised and acutely inflamed; one sees it softened, reddened and swollen. Such cases of acute traumatic chondritis get well after a few days' rest in bed, without splintage.
In other cases the symptoms clear up after a few days, with or without treatment, but recur after a few days of running about again; sometimnes they recur more than once, and after a time slight muscular wasting begins to appear. One then becomes anxious as to the diagnosis, which may be very difficult. I shall have more to say on this subject a little later, but I may say now that I do not remember ever having seen a case of tuberculosis of the hip that became obvious within six weeks of a local injury, or arising as the result of a really severe blow upon the hip. When a case has been sent to hospital with a diagnosis of early tuberculosis following upon a blow which occurred, say, three weeks previously, it has invariably, I think, proved to be non-tuberculous in the long run. The injury that. precedes tuberculosis is a mild injury, and there is always a fairly lengthy latent period between the trauma and the development of a recognizable disability.
(3) Strain.-Some of these cases of physical injury result in juxtaepiphyseal strain: rarely, the upper epiphysis is separated; that condition is easily demonstrated with the aid of X-rays, and we need not consider it in detail. If there is any suspicion that the juxta-epiphyseal region has been strained, the patient must be kept under observation and periodically X-rayed for some months afterwards, as a coxa vara may develop-slowly, as a rule, but occasionally rapidly.
Another class of juxta-epiphyseal strain is that in which there is no actual trauma, beyond the mere body-weight, but the bone is unduly weak owing to the presence of some nutritional disorder, rickets, or some endocrine disorder, whilst other cases are purely static, e.g., cases of excessive obesity in which there may be aching of the hips analogous to that which occurs in any other mechanically-overloaded part of the body.
(b) Coxa Vara.-This condition is well recognized, and can always be distinguished radiographically. I need not say much, therefore, upon this point. Early cases, however, are sometimes sent to hospital with a diagnosis of " ? tuberculous hip "-confusion arising owing to the limp, pain and shortening. Sometimes the pain occurs in mild, recurrent attacks; there was a discussion about cases of this type at the Congress of Surgery in 1912. It is convenient to remember that in quite an early stage of coxa vara abduction only is limited, whereas in tuberculosis there is limitation in more than one direction. But by the time that other limitations have appeared, in coxa vara X-ray examination makes the diagnosis obvious.
(c) Infective Ca8es.-Some of these directly follow febrile conditions, notably pneumococcal lesions, measles, scarlet fever, typhoid, influenza, and gonorrhceal vulvo-vaginitis. Others follow various surgical conditions, notably otitis media, tonsillitis, and operations upon the tonsils, and appendicular abscess.
We know so little of the bacteriology of some of these conditions that it is difficult to say whether the coxitis is specific or not. But at any rate it seems probable that some of them are inicrobic, and others simply toxic. The transient arthralgia that occurs after mnany infections, e.g., ordinary influenza, is probably of this nature.
There is a considerable difference between the various antecedent diseases as regards the virulence of the arthritis which they produce. Scarlet fever causes coxitis rarely, but as a rule, in my experience, it is a severe infection when it occurs; suppuration is not uncommon, and ankylosis, with or without suppuration, is fairly frequent.
Measles, on the other hand, is followed by coxitis fairly often, and generally the arthritis is of a mild order. I have always fixed these patients with a splint, usually a double plaster hip-spica, and in most cases the arthritis has completely subsided within two months; a little after-treatment speedily restores full function. In a few cases, however, the -symptoms persist, and the case seems to merge insensibly into one of classical and unmistakable tuberculosis; I take it that these are examples, not of coxitis caused by the virus of measles, but of tuberculosis ensuing upon the debility that the measles produced.
There is, however, I believe, a true form of coxitis following measles that runs a severe course, but is not tuberculous. D. B. had miieasles when aged 6; she developed double coxitis within six weeks of the onset, and was placed first of all in a double Thomas's splint. The pain continued, however, and was severe, so she was fixed, instead, in a double plaster spica. The pain then subsided gradually. X-ray examination at this stage revealed no bony abnormality. She went away to convalesce, but was brought back hurriedly, as abscesses had developed on both sides. Still the radiograms were negative. Fixation was continued. I now lost sight of her for a couple of years, and then she came back again with the hip-movement limited to about 30°of flexion on either side, and with an absence of all inward or outward rotation. There was a curious but very marked deformity in each hip-joint; the heads of the femora were wholly gone, and the upper aspects of the necks were roughened and worn down. Further, there was a marked upward displacement of each femur. The acute stage of the illness had passed, though movement was limited, it was painless, and the child is now able to walk a little. Perhaps this case is one of those that Broca describes as " dry arthritis." He mentions, in an article in La Presse medicale for 1922,1 that in some cases of coxitis, " not necessarily microbic," marked flattening of the femoral head may occur. Froelich, again, speaks of a non-tuberculous coxitis sicca, and says that in some cases there is a marked progressive luxation upwards, much as we see it in the case just mentioned. He also describes a caries sicca, non-tuberculous in origin, in which slow excavation of the acetabulum is a feature; I have not recognized a case of this condition myself. Broca mentions, in his article, that coxitis following measles is much more likely to result in tuberculosis than is coxitis from scarlet fever.
Typhoidal and post-influenzal cases occur in all grades of severity, ranging from the mildest arthralgia up to fulminating states. If the cartilage is ulcerated through, ankylosis inevitably results. Spontaneous dislocation may occur in any of the more severe forms.
Gonorrhceal coxitis, secondary to vulvo-vaginitis, is usually very mild in type, but very persistent: eventually it resolves.
The pneumococcal cases are commonly divided into the so-called " primary " cases, and the secondary; but as all must be due to blood-borne infection, this distinction cannot be of great value. However, it serves to remind us of the marked difference in prognosis that exists between those cases in which the arthritis is the first recognizable lesion, and those in which it follows some other pneumococcal affection. It is stated that about 65 per cent. of the secondary cases are fatal, but of the primary cases only 25 per cent. In children, 60 per cent. of cases are of the " primary " type, and according to my hospital figures, 30 per cent. occur in children under fourteen years. As a rule, there is acute pain, but swelling is very slight, whilst high fever and acute mania are common. The teeth, throat, conjunctiva, and middle ear seem to be the most important foci of infectivity in the secondary cases.
(d) Coxitis of Secondary Onset.-In coxitis secondary to operations in septic areas the diagnosis is always easy, for the infection is invariably very acute. One or two cases have followed operation for appendicular abscess, but most have followed removal of the tonsils; in several cases death has occurred, and in many others pathological dislocation of the hip.
Coxitis secondary to acute or subacute epiphysitis occurs almost exclusively in quite young patients, chiefly children of about a year old. The onset is sudden, the course rapid; there is narked hyperpyrexia, and prostration, and in a very few days gross changes take place in the radiogram. This fact, and the presence of great leucocytosis, serve to make the distinction from tuberculosis; otherwise, differentiation is not easy, for at this early age tuberculous coxitis also is liable to be a very rapid and fatal disease. The upper epiphysis becomes rapidly destroyed, and more or less ankylosis is the rule. Some of these cases follow an exanthem, some are secondary to sepsis elsewhere, whilst others seem to be " primary." As a point in the differential diagnosis, I may add that coxitis in an infant of under one year, in the absence of other signs of tuberculosis, is more likely to be due to a non-tuberculous cause than to tuberculosis.
(e) Arthritis Deformans Juvenitlis.-This is, I believe, a clinical, though possibly not a pathological, entity. In the past, this term has doubtless been applied to cases of Perthes' disease, coxa vara, rheumatoid arthritis, and the like; but I mean by it a condition distinct from all these, having definite and constant characteristics of its own. It is a condition which, as far as I know, affects males only, almost always youths of about seventeen years of age; it is insidious in onset, slow in progress, painful, and leading inevitably to disablement and ankylosis. There is gradual destruction, by caries, first of the articular cartilage of the head of the femur, then of the weight-supporting part of the neck, whilst new bone forms abundantly at the periphery of the joint. The X-ray appearance is as a rule characteristic, and not quite like that of any other condition. No other joint is involved, and when once the damage is done, the disease has expended its force, and there are no recrudescences.
The distinctions between arthritis deformans juvenilis and ordinary osteo-chondritis may be tabulated as follows:
Arthritis deformans juvenilis.
Osteo-chondritis.
Rare.
Common.
Affects adolescents. Affects children. X-ray appearances are those of cartilage-X-ray changes are well known, and quite destruction, with peripheral bone-different. formation.
Course comparatively rapid, ending in Course slow, leading to ankylosis. restoration of function.
I need say nothing of true rheumatism, of coxitis in Still's disease, or of Perthes' disease, for these conditions are perfectly familiar. Still's disease presents the manifestations of rheumatoid polyarthritis, Perthes' disease a very typical cycle of X-ray changes.
(f) Miscellaneous Cases.-There remain a few odd forms of coxitis to be mentioned for the sake of completeness; the diagnosis is usually easy.
(1) Hrmmophilia leads to recurrent attacks of pain, and limitation of movement, subsiding easily with a few weeks' rest in bed. The typical history points to the diagnosis.
(2) In scurvy there are the ordinary signs of the disease to help one; the diagnosis is confirmed by X-ray examination, and by the effect of treatment.
(3) Intestinal pseudo-coxitis is a curious condition, of which I have seen several examples. It is definitely recognized in French literature, though I do not think I have seen any description of it by English writers. It is something more than a mere intestinal pain, referred vaguely to the hip-region; it is a definite pain in the hip-joint, on movement, associated with a limp and limitation of movement in various directions, and occurring in a constipated child. The symptoms last about two or three weeks as a rule, and disappear under treatment with laxatives and a non-protein diet. The fact that reduction of protein does such marked good rather suggests that the disease may be some kind of a protein-sensitization.
(4) Finally, I may enumerate certain more remote conditions, which may need differential diagnosis, viz., lumbar caries, perinephritis, psoas myositis, syphilitic epiphysitis, hysteria, sacro-iliac affections, coxa valga, knee-affections and juxta-articular bursitis.
Diagnosis of Pseudo-tuberculous Coxitis.-Returning to this question, due regard will be paid, first of all to family history and to the history of the disease, and especially, as I have already said, to the rate of development of the symptoms in relation to the date of an injury, if any; the degree of muscular spasm and muscular wasting is also a guide in many cases.
A proper temperature chart will help. An ordinary morning and evening chart is of little use. It is necessary, first of all, to put the child to bed, and determine exactly its normal temperature at rest and the diurnal variations. Next, an exercise-test may be carried out; the child should be given, say, half an hour's exercise and then be put to bed. Exactly half an hour later the temperature should be taken again, and, possibly, after the lapse of a further half-hour; in this way, a slight rise resulting from the activity will not be overlooked. It is necessary to insist upon exactitude in recording these temperatures; the ordinary casual round of evening temperature-recording, in which a child's temperature may be taken at any odd time within two hours or so of going to bed, is worse than useless in this connexion.
Another very helpful point is the disproportionate rate of the pulse as compared with the temperature that is shown in all cases with active tuberculosis. This has been recognized for many years in phthisis and tuberculous meningitis, but it is seldom realized that the sign is a very constant one in surgical tuberculosis as well. After all, there is no reason why there should be any difference between the results of the circulation of tuberculous toxin derived from a surgical lesion and that produced by a medical lesion. If we study the charts of cases of tuberculous coxitis, we shall find that the pulse-rate is always high in proportion to the temperature. This does not occur in ordinary bacterial infections.
The injection of old tuberculin as a diagnostic measure is, I consider, dangerous. The graduated von Pirquet's test is valuable if negative, as it definitely excludes tuberculosis; but a positive result is of no assistance.
Radiographic changes in the bone do not appear very early; clinical symptoms and signs always precede them. In my experience the first change is an increased transradiability of the bones; this is followed fairly soon by a general haziness or blurring of the affected part, with some distension of the joint-cavity, and perhaps, subsequently, by a slight woolliness of the outline of the bone at one point. It is only later that a local erosion begins to appear, and this always presents an irregular, soft, fuzzy appearance that is quite characteristic. The interpretation of the radiogram of a suspected hip is open to several fallacies, and it is wise always to take the opposite hip, in exactly symmetrical position, for comparison. My practice is to have a full-size view of the whole pelvis, and two small radiograms, well stopped down, one of each femoral head. Even with this precaution much care is necessary; for example, some hips present an apparently transradiable area, just to the inner side of the upper end of the calcar femorale; this is a well-known source of difficulty, but a mistake can be avoided by watching developments and by the demonstration of a similar condition on the unaffected side.
The most important test of all consists in the effect of mioderate mobilization. If a tuberculous,hip patient is put to bed, the symptoms will subside, and the same will happen in a non-tuberculous case; unless observation is continued there is a danger that the diagnosis may be entirely missed. In doubtful cases, therefore, it is always wiser to make the patient run about for another week and then re-examine; I have never known this course followed by any serious exacerbation of the disease. lf the case is tuberculous, it becomes sufficiently aggravated to be recognizable, at any rate after a fortnight, and then efficient treatment will speedily produce subsidence. But there is a difficulty in practice, for the state of some of the non-tuberculous patients does not clear up readily if they are kept running about. They get better for a time when rested, but relapse when allowed to get up, and perhaps relapse more than once. One plan, in this case, would be to treat them as tuberculous, with prolonged weight-extension; but this plan, though absolutely safe, wastes a certain amount of time and bed-accommodation, for a tuberculous case needs longer treatment for its complete cure than is required for a non-tuberculous case. I think that a quicker plan is simply to put the suspect to bed without any splint or weight-extension; a tuberculous case will never, as far as I know, get perfectly well with mere rest in bed; there may be temporary improvement, but sooner or later some sort of recrudescence of symptoms or signs will appear: possibly wasting will persist, or spasm, or slight pyrexia after activity. It is characteristic of tuberculosis, in my experience, that it demands complete immobilization for its cure; mere rest is no good. Wood splints are never efficacious in a case of active tuberculosis; but the application of a good plaster produces immediate improvement. It is just those few degrees of mobility that spoil everything in tuberculosis. Absolute fixation is the secret of successful treatment. This fact can be applied as a diagnostic principle; if we put a suspected hip-case to bed, but do not fix the pabient, and he gets completely well, that case is not one of tuberculosis. This course is much more expeditious than that of treating all such cases as presumptively tuberculous patients.
In conclusion, let me appeal to you to institute a combined investigation of this difficult subject. Most of us have some vague ideas about it, but they need crvstallization; we need to reduce them to definite form. If we were all to work at the question for a couple of years, and then take stock of our position afresh, we might find, I think, that considerable progress had been made.
Mr. R. C. ELMSLIE said that various diseases such as coxa vara and coxa plana had emerged from the miscellaneous heap of hip affections. Both these were originally differentiated by clinical methods. Even tuberculous hips differed so enormously in their characteristics that the only way was to separate out groups gradually. He (Mr. Elmslie) referred to the known tendency of measles to be followed by tuberculosis and he also mentioned a case in which the fluid from a knee in what was apparently a case of rheumatic fever killed a guineapig with tubercle. He suggested that Mr. Todd should collect a series of certain definite types, to which the Section should attempt to make additions.
Dr. ROCYN JONES demonstrated two radiographs, and said that the first illustrated the difficulty of an absolute diagnosis even where the radiographs pointed definitely in one direction. It was the case of a boy, aged 8, admitted to hospital with a limp and complaining as a cause of arthritis of later onset, as already mentioned, he regarded as important and by no means rare. Patients might reach middle life before any symptoms developed.
Radiograms of two unusual cases were shown:-(a) A boy of 5, with limp for two months on and off. Nothing found but slight wasting of thigh and limitation of extension of left hip. X-ray showed broadened neck with clear area in region of epiphyseal line quite unlike tubercle. Wassermann negative. Treated as for tubercle for twelve months, well for six months, then relapse. Then limitation of all movements. X-ray showed some narrowing of joint-space and fluffiness of joint. What was this affection ? Sir H. Gauvain had shown him a similar case, the head of one tibia being the site of the disease.
(b) A girl of 15: hips always stiff. No definite onset. Limitation of abduction of both hips was complained of, and this, and some limitation of extension, was all that was found on examination. Right more affected than left. X-ray showed slight mushrooming of both femoral heads and erosion of the lower part of heads and corresponding part of acetabula. Some increase of limitation in twelve months. No other joints affected.
Mr. WHITCHURCH HOWELL described three cases of post-scarlatinal arthritis on which he had operated. Dr. KNYVETT GORDON: I Will make a brief comment from the point of view of the pathologist. In the differential diagnosis between tuberculous and other infections of joints, the histological examination of the blood is often of service, though it does not, of course, override a clinical opinion. In closed tuberculosis, the blood-picture-the mechanical " bloodcount" being supplemented by careful scrutiny of the stained film-almost always shows the leucopenia with relative lymphocytosis characteristic of a bacillary lesion, while in the " infective group " which is usually due to coccal sepsis, leucocytosis with relative prcdominance of granular cells is the rule. In regard to infective artbritis secondary to scarlet fever, this complication used to be quite common in the days when suppuration in, or necrosis of, the mastoid antrum and cells (which is such a usual feature of scarlatinal otitis) did not receive surgical treatment. Whilst in charge of a large fever hospital, I had to open and drain many cases of pysemic infection of the hip-joint before the importance of the mastoid cells as a primary focus was recognized.
When scarlatinal otitis received the same treatment inside the hospital as would have been accorded to it in an otological clinic, pyemic arthritis practically disappeared, and at the present day, I imagine, it must be very rare.
In the bacteriological diagnosis of fluid aspirated from joints, reliance should never be placed on a failure to find tubercle bacilli by staining or cultural methods. These methods should always be supplemented by inoculation of experimental animals. Even in streptococcal or staphylococcal cases, inoculation not infrequently yields a positive result when cultural methods have failed to detect the causative organism. Mr. TODD (in reply) said that rotation tests showed presence or absence of arthritis and not necessarily of tubercle. He said he approved the washing out of piieumococcal joints.
